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“ So much for intemperance; but not to this, and its kindred vice alone, or to 
this mainly, is to be laid the soldier’s mortality in India, as has been falsely 
supposed. The diseases from which the soldier suffers there are miasmatic; 
now, intemperance never produced miasmatic diseases yet. They are foul air 
diseases and foul water diseases—fevers, dysenteries, and so on. Intemperance 
may cause liver disease, and put the men into a state of health which prevents 
them from resisting miasmatic causes. What are these causes? We have not 
far to look. The Briton leaves his national civilization behind him, and brings 
his personal vices with him. At home there have been great improvements 
everywhere in agriculture and in town drainage, and in providing plentiful and 
pure water supplies. There is nothing of the kind in India.” 

Well may the same noble reformer assert the truth of the conclusion of 
the Royal Commission on the sanitary state of the army of India, that 
“ unless the health of the British army in India could be improved, and the 
enormous death rate reduced, it would be impossible ever to hold India with 
a British army.” The question is no less than how to create a Public 
Health Department for India—how to bring European civilization into 
that country; not only for its own sake, but for the very existence of 
European colonists. That such is possible, and promises, even, to be done, 
we are glad to be assured by the same authorities, who insist, emphatically, 
that there is not a shadow of proof that India was created to be the grave 
of the British race. Should their hopes, even long hence, be fulfilled, it 
may prove one of the grandest triumphs, not only of applied sanitary sci¬ 
ence, but of human progress and development. II. H. 
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4. The Transactions of the Academy of Medicine ; containing Ovari¬ 

otomy. By E. R. Peaslee, M. D., LL.D. New York: Bailliere 
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Few operations in surgery have struggled up through more determined 
and persistent opposition to an honourable recognition than ovariotomy. 
It is but little more than half a century since the first systematic operation 
was performed, and during that period it has several times been discarded 
and almost forgotten. Its opponents have been untiring in their opposi¬ 
tion, and unsparing in their criticism. It has been termed “belly ripping” 
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(Liston); “an operation of which it would not do to talk, lest some reck¬ 
less surgeon should attempt its performance” (Dr. Haen) ; “ a proof of 
madness in the patient who should adopt, and of crime in the surgeon who 
should abet, such a mode of suicide” (Scanzoni); “an operation on no 
account to be admitted into French surgery” (Velpeau); “ an operation 
not to be justified by the most fortunate issue in any ratio whatever of the 
cases” (Colombat). The operation has, however, found warm and gene¬ 
rous advocates at'every period of its history. Nearly twenty years ago, on 
its revival in England by Clay, of Manchester, Blundell wrote him encou¬ 
ragingly, “ a few years and I trust it will appear abdominal surgery is at 
present only in its infancy ; but, then, what an infancy 1 how full of bloom 
and promise !” Again, alluding to the current criticisms upon the opera¬ 
tion, he says : “ These men are butting their heads against a stone wall; 
and the grimaces they make, on feeling the solidity of the materials, are as 
amusing as they are pitiable. Applauded by all who have honesty and in¬ 
telligence enough to appreciate your efforts, you may well persevere.” 

The prophecies of Blundell have to some extent been realized, and abdo¬ 
minal surgery has within the last few years begun to exhibit those evidences 
of “bloom and promise” which in the prospect so delighted this dis¬ 
tinguished obstetrician. It not only claims, but demands a respectful con¬ 
sideration at the hands of every unprejudiced surgeon. It can no longer 
be passed by with flippant remarks, or repelled by fierce denunciations, but 
must be accepted or rejected by the same rules which govern our estimation 
of the value of other operations or remedial measures. It is in this light 
that we propose to examine somewhat critically the claims of ovariotomy 
to a permanent position among the recognized legitimate operations in 
surgery. 

The works with which we introduce this review comprise for the most 
part the history of ovariotomy. The monograph of Lyman is one of the 
most complete productions of the kind which we have chanced to meet. 
There is manifest on every page the utmost pains-taking in research, and 
the most earnest inquiry after truth. Every case seems to have been care¬ 
fully studied as it originally appeared, and never at second baud. The re¬ 
sults of his study are consequently more reliable than the majority of writers 
on this subject. 

The Appendix of John Clay to the chapters of Kiwisch’s Lectures on 
Diseases of the Ovaries is a continuation of the tables of Lyman, and com¬ 
pletes the statistical history of ovariotomy to the date of its publication. 

The work of Mr. Brown aspires to the rank of a treatise on ovarian 
dropsy and its treatment. But the portion which particularly interests us 
is that which contains the record of his experience in ovariotomy. The 
cases detailed add a valuable chapter to this history. 

The paper of Dr. Peaslee was recently read before the New York Aca¬ 
demy of Medicine. It is a very elaborately written paper, discussing with 
vigour, warmth, and marked ability all the various questions which have 
arisen in the history of ovariotomy. In the last number of this journal, 
this author has published a series of tables embracing all the accessible 
cases of ovariotomy which have been performed since the publication of 
Clay’s tables in 1860. The tables of Dr. Peaslee form an appropriate 
appendix to his paper, and complete this history of ovariotomy to the pre¬ 
sent time. 

We do not in this survey notice the various collections of eases published 
by authors from time to time, viz., by Phillips, Walue, Cormack, T. S. 
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Lee, Churchill, Jeaffreson, Atlee, R. Lee, Hamilton, Bradford, &c. The 
papers of these authors are valuable contributions to the literature of ovari¬ 
otomy, but as the more elaborate essays and works placed at the head of 
this article embody all the facts and cases contained in these several mono¬ 
graphs, we have found it more convenient to confine our attention to the 
more considerable works. 

As with every considerable operation in surgery we have at the outset 
the question of priority to settle. The claims that are pressed upon our 
attention are not those of individuals simply—for the first operators have 
long since passed from the stage of action—but rather of nationalities. This 
question has hence assumed an undue importance. We shall doubtless 
be considered obnoxious to the charge of national prejudice if we pronounce 
in favour of American surgery. But we are happy to know that in this 
decision we but repeat the conclusions of the more eminent European 
writers. In the mind of every unprejudiced person this question was settled 
by Prof. Gross in his very learned report on Kentucky Surgery, made to 
the Kentucky State Medical Society in 1852. He proved conclusively that 
the operations on the ovaries previous to that performed by Dr. Ephraim 
McDowell, of Kentucky, were not to be classified with those grouped under 
the head of ovariotomy. The operation of L’Aumonier, of Rouen, so fre¬ 
quently quoted, proved on investigation to be simply the opening of an 
abscess of the groin, and the incidental removal of the ovary which had 
suppurated. D’Zondi’s case, sometimes referred to as' ovariotomy, was in 
the person of a boy. Mr. Brown, however, still affects to be undecided, 
and coolly remarks that “ Dr. Gross endeavours to show that the earlier 
operations of L’Aumonier and D’Zondi were not examples of ovariotomy 
at all.” Mr. Spence, the newly-elected Professor of Surgery in the Uni¬ 
versity of Edinburgh, in his recent introductory, was so unfortunate as to 
state that Lizars “was the first who carried the idea of ovariotomy into 
practice.” It is a sufficient answer to these statements to repeat that all 
the leading ovariotomists unhesitatingly accord to McDowell the priority. 
Some over-zealous English writers still claim ovariotomy as an “ operation 
of British origin, as it was first suggested by William Hunter, warmly ad¬ 
vocated by John Bell, and first practised by McDowell, an Americau pupil 
of John Bell.” The first statement has no historical certainty, while it is 
generally conceded that Plater, Vandenhaaer, and Delaporte, at least, had 
previously suggested the extirpation of the ovary. However it may re¬ 
dound to the credit of British surgery that the first operator was a pupil 
of John Bell, the fact will ever remain that the first operation was hailed 
by the British medical press with scoffing and derision. It is sufficiently 
creditable to American surgery that it not only took the initiative in reduc¬ 
ing theory to practice, but that it has attained a higher degree of success 
than any other nation. 

The history of ovariotomy presents us with a conflict of opinion, first 
between the advocates and opponents of the operation, and second, among 
its friends, the operators. The opponents of the operation have from the 
first boldly taken the ground that ovariotomy is not justifiable, and on this 
issue its merits and demerits have frequently been canvassed by the ablest 
members of the profession, and with a degree of learning and ability rarely 
witnessed on any other occasion. The issue among the friends of the ope¬ 
ration has been limited to the merits of the various operative procedures. 
We shall limit our review to these two issues which will in fact embrace all 
that is material in the history of ovariotomy. 
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The opponents of extirpation may be divided into those who reject the 
operation altogether on theoretical grounds, without regard to facts or 
experience, and those considerate seekers after truth who base their objec¬ 
tions on well-founded pathological deductions, and the results of practice. 
The former are well represented by Prof. Meigs, who effectually cuts short all 
argument by the declaration : “I look upon operations for the extirpation 
of diseased ovary as not to be justified by any amount of success.” It 
were vain to attempt discussion with those who thus dogmatically assert 
their conclusions, and we exclude them from further notice. Let us 
turn then to the consideration of the arguments and the teachings of ex¬ 
perience which govern the minds of the rational opponents and advocates 
of ovariotomy. 

The first ground of objection to the operation is the uncertainty of diag¬ 
nosis. The objection has its foundation in the fact that, in repeated in¬ 
stances, the abdominal cavity has been laid open, and either no tumour wa3 
found, or it was of such a nature that it was impossible to accomplish its 
removal. That this argument has great weight is proved by Clay’s tables 
in Kiwisch. First, we have twenty-three operations abandoned because the 
tumour was extra-ovarian. Of these 16 recovered, 3 died, 4 not stated. 
In regard to the nature of the tumours, 12 were uterine, 1 splenic, 2 
omenta], 1 supposed tubal fcetation, 1 obesity, 2 results of chronic peri¬ 
tonitis, 1 mesenteric, 2 tumours could not be discovered, 1 nature not stated. 
A second table contains no less than 82 cases in which the operation wa3 
attempted and abandoned in consequence of adhesions. Of these cases 58 
recovered, 24 died. Still further we have 13 cases of attempted ovari¬ 
otomy, in which extra-ovarian tumours only were removed. Of these cases 
11 were uterine growths, 1 mesenteric, and 1 tubular. There were but 3 
recoveries in this list; 10 died from the effects of the operation. But even 
this does not complete the record of failures of diagnosis of a tumour 
capable of removal. There is a table of 24 cases of partial excision of 
diseased ovaries too adherent for complete removal. Of this number 14 
died, and 10 recovered. Here we have, in a tabular record of 537 cases, 
142 failures in diagnosis; or in about 26^ percent, of the cases. The 
result of these attempted operations was fatal in 51 cases, or 37 per cent. 

With this sad record of fatal errors before us, we must attach much im¬ 
portance to the declaration of Prof. Simpson, “ that the strongest argu¬ 
ment against the adoption of ovariotomy is the difficulty of making an 
absolutely accurate diagnosis of the disease.” For an error of diagnosis 
has frequently proved fatal to the patient. Mr. Brown truly remarks, “Its 
importance, indeed, can scarcely be exaggerated ; for whatever be the treat¬ 
ment, the knowledge not only of the existence, but also of the precise nature 
of the ovarian malady is of the utmost consequence.” When, if we con¬ 
template simply the formidable list of diseases for which ovarian dropsy 
has been mistaken, we might be disposed to yield to the opponents of ovari¬ 
otomy the whole argument. Mr. Brown enumerates them as follows : 1. 
Retroversion and retroflexion of the uterus. 2. Tumours of the uterus: 
a, solid; b, fibro-cystic. 3. Ascites. 4. Pregnancy. 5. Pregnancy, com¬ 
plicated with ovarian dropsy. 6. Cystic tumours of the abdomen. 7. 
Distended bladder. 8. Accumulation of gas in the intestines. 9. Accumu¬ 
lation of feces in the intestines. 10. Enlargement of the liver, spleen, or 
kidneys, or tumours connected with these viscera. 11. Recto-vaginal hernia, 
aud displacement of the ovary. 12. Pelvic abscess. 13. Retention of the 
menstrual fluid from imperforate hymen. 14. Hydrometra. A diagnosis 
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surrounded by so many difficulties would at first glance seem more likely 
to be erroneous than correct, and the early history of the operation confirms 
this view. 

But the advocates of ovariotomy affirm that such has been the improve¬ 
ments in our means of diagnosis that this argument now has comparatively 
but little weight. And there is no doubt much truth in the statement, for, 
if we carefully scan the diseases above enumerated we see that several may 
be positively excluded by the means of accurate diagnosis which we now 
command. For example, displacements of the uterus are readily and accu¬ 
rately determined by the uterine sound ; pregnancy by the stethoscope or 
ballottement, or the sound; distended bladder by the catheter; accumula¬ 
tions of gas frequently by anaesthetics ; enlargements of various viscera by 
percussion ; hydrometra by the sound, &c. It cannot be denied, therefore, 
that this strongest of all arguments against extirpation has been con¬ 
siderably weakened by the advancement of our knowledge in the art of 
correct diagnosis. And the modern history of the operation proves this 
view to be correct, for the errors of diagnosis are now much more rare than 
formerly. In his recent operations, Wells has not committed an error in 
52 cases; and Tyler Smith erred but once in 14 cases. While we may 
anticipate that in the progress of scientific improvements the differential 
diagnosis of ovarian dropsy will become more and more accurate, there is 
one very important fact to determine before the operation which, apparent 
in many cases, must, in a certain number, forever elude our positive know¬ 
ledge. It is this : Can the tumour be removed ? By no means at hand, 
or prospectively to be employed, does it seem possible to decide the extent 
and character of the adhesions when they exist. If we could believe, with 
Mr. Erichsen, that adhesions are not an unmitigated evil, even this objec¬ 
tion to the operation would, in a measure, be answered; but all experience 
seems to unite in regarding them as the most serious complications. 

A second alleged objection is the dangerous character of the operation. 
The opponents of ovariotomy dwell with special emphasis upon the neces¬ 
sarily dangerous nature of the wounds and injuries inflicted, and upon the 
high rate of mortality after the operation. Meigs puts the first objection 
in the following language:— 

“ There are certain medical facts that belong not to us as a body of physicians 
alone, but which enter into the common treasury of human knowledge, and 
which no array of statistical results can ever, I imagine, change or abrogate, 
and it is certainly in the nature of things that wounds, even small ones, of the 
great cavities are dangerous wounds; and, a, fortiori, wounds of vast dimensions, 
and wounds, too, requiring that other deep-seated parts should be cut away and 
vessels tied within those cavities, are so dangerous, by the common voice and 
consent of mankind, that I should in vain endeavour to reconcile it to myself 
that I am bound to do such things, except under the duress and stringent 
necessity laid upon me by my position as physician and accoucheur. No man’s 
statistics can change or abrogate the opinion of society on this point.” 

While the general statement is true that wounds of the great cavities 
are dangerous, it is stated, in reply, that the operation is performed where 
the conditions are pathological, and not so liable to eventuate in inflam¬ 
matory complications. However that may be, no candid and unpreju¬ 
diced mind will be governed, or even influenced, by an objection so arbi¬ 
trarily stated and that has to be fortified by an unqualified rejection of future 
experience. 

The second objection under this head, that excision of the ovary is to be 
discouraged on account of its actual fatality, is a rational conclusion, pro- 
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vided the premises favour that view. Evidently the advocates of ovariotomy 
have regarded this argument as the most serious yet raised, and have strenu¬ 
ously endeavoured to give it a satisfactory answer. The first method of 
replying to this objection has been to contrast the success of ovariotomy 
with other serious operations, and thus determine whether or not it is 
justifiable. Simpson presents this argument in a very instructive table of 
the mortality after ovariotomy and various other capital operations. On 
the part of ovariotomy we have the following statistics : Foek, 292 cases; 
120 deaths, or 41 in 100, 1 in 2|. Atlee, 179 cases ; 59 deaths, 33 in 100, 
nearly 1 in 3. Simon, 44 cases; 32 deaths, 73 in 100, 1 in If. Clay, 
93 cases; 29 deaths, 31 in 100, 1 in 3J. The severe surgical or capital 
operations recognized as legitimate are tabulated as follows: Amputation 
of limbs by Peacock, 72 cases; 35 deaths, 49 in 100, or 1 in 2. Herniotomy 
by Cooper and Inman, 622 cases; 296 deaths, 47 in 100, or 1 in 2. Liga¬ 
ture of large arteries by Inman and Phillips, 370 cases; 123 deaths, 33 in 
100, or 1 in 3. Amputation at hip-joint in chronic disease by Cox, 24 
cases; 18 deaths, 75 in 100, or 1 in 1^. Amputation of thigh by Mal- 
gaigne, 200 cases; 122 deaths, 61 in 100, or 1 in If. But this comparison 
is rendered much more conclusively in favour of ovariotomy by a comparison 
of recent statistics. While there has been but little improvement in the 
mortality after the various capital operations of surgery, there has been a 
most remarkable diminution of fatal cases of ovariotomy. Wells reports 
15 cases and but 1 death; Brown 15 eases and 4 deaths; Tyler Smith 13 
cases and 2 deaths; Dunlap 19 cases and 4 deaths. The aggregate of 
cases is 62, with 11 deaths, or a percentage of recoveries equal to eiglity- 
two and one-fourth. 

This grouping of statistics strikingly illustrates the comparative merits 
of ovariotomy. It has always been less fatal, if we exclude the German 
statistics of Simon, which seem entirely exceptional, and are generally so 
regarded by good authorities, than herniotomy, than amputation of the 
limbs, than amputation of the thigh, than amputation at the hip-joint in 
chronic disease, and of about equal fatality with the ligature of arteries. 
These operations no surgeon would hesitate to advise under certain circum¬ 
stances ; and those conditions which furnish the basis of an opinion as to 
the propriety of any capital operation are equal, if not indeed more con¬ 
clusive, when applied to ovariotomy. When, however, we compare the 
more recent results of ovariotomy with the capital operations of surgery, 
its importance and comparative safety appear in bold relief. 

There is still another view of this subject which we must not omit to 
notice. The question of an operation in those capital cases referred to 
presents itself thus: The disease is of an absolutely fatal character, and 
an operation gives the patient the only chance of recovery. As Meigs 
remarks, it is no longer a question of what the surgeon 'prefers to do, but 
what he mud do. It was contended, until lately, that this rule bad no 
application to ovariotomy; that the operation was in no sense obligatory. 
But recently the advocates of the operation have been turning their atten¬ 
tion to this aspect of the controversy, and inquiring whether the surgeon 
may exercise his preferences simply, or whether, on the contrary, he is not 
compelled by as strong motives as in any given case to operate. This is, 
we believe, the true ground on which to settle the question. Is it an 
operation of expediency merely, or does the case present to the surgeon 
the two alternatives of most capital operations, viz., ovariotomy or death? 

It must be borne in mind that ovariotomy is now recommended only in 
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cases quite incurable by other means, and hence it follows that the same 
rule must apply here as in the most desperate class of surgical operations. 
In a recent discussion, Dr. Graily Hewitt put this question in its proper 
light, as follows: “What is the natural history of cases of ovarian disease, 
such as would be likely to be considered suitable for operation by ovari¬ 
otomy, where no such procedure is attempted ?” In answer to this question, 
he analyzed 44 cases of disease of the ovaries of such character and con¬ 
dition as, in the opinion of those favourable to ovariotomy, were proper 
cases for the operation. They were cases in which, from the size of the 
tumour, its physical qualities, such as fluctuation, the fact of tapping having 
been performed, or some other distinctive characteristic, it could be stated 
that they were cases of progressive ovarian disease. The natural history 
of these cases gave the following result: In 32 instances a positively fatal 
termination occurred, the ordinary palliative treatment being pursued ; in 
1 the inference was that the patient died; in 1 the inference was doubtful; 
in 2 the patients were apparently dying; in 1 the disease was proceeding 
to a rapidly fatal termination. On the other hand, in 1 case the disease 
had not reappeared after a tapping 26 years previous; in 1 little progress 
had been made in 3 years; in 2 the patients were alive after a period 
respectively of 2 and 3 years; in 2 death took place from ovariotomy ; in 
1 death took place from an exploratory puncture. The summary of these 
cases gives 84 per cent, of deaths, the fatal issue occurring within an average 
of a year and three-quarters, leaving 16 per cent, where life was prolonged 
by palliative measures. With such an enormous mortality where the disease 
is allowed to pursue its course, except as modified by palliative measures, 
the advocates of ovariotomy may well ask, in the language of Mr. Erichsen, 

. If you reject that operation, what have you to substitute for it ? We can 
but conclude that ovariotomy is a legitimate operation, and for the follow¬ 
ing reasons: 1. Like most capital operations, it is undertaken only in cases 
which, left to nature or palliative treatment, would almost to a certainty 
terminate fatally. 2. It is no more fatal than the principal larger surgical 
operations, and much less fatal than the more important. We might in 
justice add a third point, viz., while successful surgical operations generally 
leave the patient maimed and crippled for the remainder of life, successful 
ovariotomy restores the patient to perfect health and usefulness. 

The change in professional opinion within the last few years is most 
significant of the progress which this operation has made in professional 
favour. Tyler Smith opposed it for twenty years, but is now not only one 
of its strongest advocates, but one of the most successful operators. West 
was an opponent, and wrote strongly against the operation, but in the last 
edition of his Lectures on Diseases of Women he has changed his views, 
and now advocates it. The same changes have taken place in the opinions 
of many others who occupy positions favourable for correct observation. 

Passing from the controversy in regard to the propriety of the operation, 
we proceed to notice some of the points of difference among ovariotomists. 

First. At what period should the operation be performed? It is con¬ 
tended by one party that the operation should be performed at the earliest 
practicable moment, and before the disease has made any inroads upon the 
patient’s health. Brown believes that the mortality from the operation 
would be much less if this rule were followed. On the contrary, operators 
of large experience recommend the opposite course. Erichsen says: “It is 
proper to perform it when all other means have failed, and when the pa¬ 
tient’s health is giving way under the extension of the disease.” The same 
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opinion is held by Wells, who declares the operation justifiable only “when 
other treatment was useless, and life was threatened at no very distant 
period.” 

The theory upon which operators proceed who prefer an early date is that 
there is less liability to exhaustion from the operation, and a greater tendency 
to prompt recovery in healthy and robust persons. The statistics recently 
published by Peaslee would seem to sustain this view. In 98 cases, 41 were 
robust, 47 had impaired health, and 10 were “broken down.” Of those in 
robust health, 75.6 per cent, recovered ; of those in impaired health, 63.83 
per cent, recovered; of those “broken down,” 40 per cent, recovered. These 
figures are very significant, but too much value must not be attached to 
such statistics, for the condition of the patient was not carefully noted in 
each case. 

The weight of professional opinion seems to be decidedly in favour of 
delay, and the previous exhaustion of palliative measures. There is much 
pertinency in the remark of Peaslee, who is a decided advocate of delay, 
that the operation under these two circumstances is comparable with patho¬ 
logical amputations and amputations for expediency, the former of which 
gives but 15 per cent, of fatal cases, while the latter gives 40 per cent. 
Still, it can scarcely be conceded that the local irritation of the growth, 
and the deterioration of the general health of the patient, are rather con¬ 
servative or preparatory to the operation than injurious, and tending to 
increase its dangers. 

Second. How far does the existence of adhesions affect the question of 
an operation ? In the early history of ovariotomy the surgeon hesitated 
when he met these complications, and many considered them insurmount¬ 
able objections. But in progress of time it was found that where adhesions 
existed, even to a large extent, recovery frequently took place; and at 
length we have the question fairly proposed, In what respect do adhesions 
contraindicate the operation ? We find operators entertaining on this point 
every shade of opinion. Hutchinson, Wells, Brown, and others regard 
adhesions as always an unpleasant complication. They are not deterred 
from the operation by their existence in a moderate degree, but yet they 
believe that they render the case less hopeful. Erichsen, while regarding 
adhesions as a serious obstacle to the success of an operation, still declares 
that they are not an unmixed evil. When extensive, they obliterate the 
peritoneal cavity and destroy the serous membrane, thus preventing or cir¬ 
cumscribing inflammatory action. Atlee scarcely recognizes adhesions as 
a serious complication, but proceeds with the operation without regard to 
their extent or character. He says: “I am never deterred from operating 
by adhesions. Unless they are visceral, I think they should not be regarded. 
Indeed, I think peritonitis is less likely to occur in these cases than when 
the peritoneum is wholly intact. . Its character is entirely changed, and it 
is no longer a serous membrane.” Peaslee is equally decided in his disre¬ 
gard of adhesions, and lays down the rule “ that we should not be deterred 
from finishing the operation by the existence of adhesions,” except where 
they would so prolong the operation in a debilitated patient as to cause 
death by shock or collapse, or where the attachments to the liver, bladder, 
uterus, or larger intestines are so firm that they cannot be separated without 
injury to those organs. His cases have been the most formidable on record, 
on account of adhesions, and yet all have terminated favourably. He makes 
a very judicious division of adhesions into the parietal, or those attached 
to the walls of the abdomen, and visceral, or those attached to the viscera. 
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It is the first class which he considers as in' no respect deterring from the 
operation, however extensive; while the latter are always to be regarded 
as serious complications. 

We are not prepared to accept the reasoning or conclusions of those who 
regard adhesions so lightly. However slight they may be, they create the 
necessity for a certain amount of violence to be expended in their destruc¬ 
tion. There must also a certain amount of hemorrhage follow the division 
of these organized bands, and this has frequently proved an important 
complication. Nor is it by any means certain that they tend to prevent 
inflammation, as Eriehsen and Peaslee maintain. They are the products 
of excessive local textural activity, and the changes which result therefrom 
lead to textural weakness. In other words, every part once affected with 
the changes resulting from irritation is texturally predisposed to inflamma¬ 
tion. But we have no occasion to enter upon a theoretical discussion of 
these opinions, when we have at hand conclusive evidence of a character 
that demonstratively establishes the truth. Onr most reliable data must 
be the results of operations, and these are decidedly against adhesions. 
Lyman gives 92 cases of more or less extensive adhesions, with 48 reco¬ 
veries, or 52.17 per cent.; and 50 cases non-adherent, with 34 recoveries, 
or 68 per cent. But Peaslee’s statistics {op. cit.), which embrace the more 
recent operations, are even more conclusive. Of 41 cases of extensive adhe¬ 
sions, 60.97 per cent, recovered; of 10 cases of slight adhesions, 70 per 
cent, recovered; of 16 cases, no adhesions, 87| per cent, recovered. 

There is, again, much diversity of opinion among operators as to the 
preparatory treatment required. Some almost entirely disregard attention 
to the general condition of the patient, and merely give a cathartic on the 
day before the operation ; while others attend minutely to all the functions 
of the body, and secure, by careful preparation, the most favourable state 
of the patient for the operation. Brown directs a warm bath, repeated on 
several occasions, to cleanse and soften the skin, and suitable remedial 
measures of a tonic character, such as steel and arnica. Black gave acetate 
of ammonia for a week previously, with an occasional dose of hydrarg. 
cum creta and ox-gall. Atlee administers the perchloride of iron for ten to 
fourteen days before the operation. While it is evident that no rule of 
preparatory treatment, adapted to all cases, can be established, yet every 
judicious operator will attend carefully to the condition of his patient, and 
adopt such a course of treatment in each case as shall be indicated. Prof. 
Simpson very truly remarks: “Before exposing your patient to the risk of 
this, as of any other serious operation, you are, of course, bound in the first 
instance to prepare your patient, as far as possible, by attempting to raise 
the standard of health, by means of tonics, and to diminish in some degree 
the chances of inflammation, by putting her for a time on antiphlogistic 
diet and regimen.” This advice is most judicious. 

There is also a difference of opinion as to the temperature of the room, 
whether it should be raised or disregarded. Clay, Brown, Peaslee, and 
many others advocate strongly the necessity of maintaining the temperature 
of the room at nearly a summer heat, with a good supply of moisture. By 
this precautiou they believe that the peritoneum is much less exposed to 
subsequent inflammation. Peaslee has gone still further, and not only care¬ 
fully provides that the temperature of the room shall be raised to 80° F., 
but endeavours to prevent all irritation from handling of the intestines, by 
a preparation which he terms artificial serum, composed of water Oiv, albu¬ 
men (white of eggs) 3 v ji and common salt 3iv, into which he plunges his 
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hands before he introduces them'into the peritoneal cavity. Many operators, 
however, attach little or no importance to this measure, and operate indif¬ 
ferently in a cold or warm room. Simpson remarks : “But such a precau¬ 
tion seems hardly to be necessary; for there is no direct proof that the 
peritoneum is more likely to be inflamed in consequence of being exposed 
to the atmosphere at a low temperature than it is when exposed to heated 
air” He adds: “Those who are in the habit of operating frequently, 
apparently lose all such great fears in regard to the free exposure and 
rough handling of the peritoneum.” 

We cannot regard these precautions as of such slight importance. The 
mere recovery of a few patients operated upon without due care should by 
no means establish a rule of practice. No fact is better established than 
that the truly successful surgeon is he who attends most carefully to all 
those details preliminary to, during, and after the operation, which avert 
threatened dangers, and add to the probabilities of recovery. In this arti¬ 
ficial serum of Peaslee we have an ingenious and most useful means of 
preventing irritation of the peritoneum, which must commend itself to 
every prudent surgeon. 

Of the questions growing out of the different operations, we have, first, 
the length of the incision as a subject of controversy. Clay, of Manchester, 
Walne, Simpson, and others advise a long incision, or one extending above 
the umbilicus. They are of the opinion that the long incision gives so much 
greater freedom in the manipulations of the tumour that its disadvantages 
are more than counterbalanced. Wells, Bird, and Lane, strongly advocate 
the short incision as less dangerous, and affording in general sufficient faci¬ 
lities for The removal of the tumour after tapping. Wells limited his in¬ 
cision in one case to an inch and a half. It is not difficult to decide this 
question of the relative merits of the long and short incision. No practi¬ 
cal surgeon will adopt exclusively one method, for while it is true that the 
short incision is generally sufficient, it still occasionally happens that the 
long incision becomes a matter of necessity. The rule which governs the 
majority of ovariotomists may be thus stated : Commence with the short 
incision, and enlarge it according to the necessities of the case. Peaslee 
says:— 

“ If the tumour is not adherent, and is small—or if not adherent, and capable 
of being reduced to a small mass by tapping—a small incision (two to four 
inches) may answer the purpose. But if there are extensive and firm adhesions 
(especially if visceral), the incision should be large enough to enable us to see 
them; and if the tumour is large and cannot be much diminished by tapping, 
the incision must be enlarged to allow its passage through it. I think the only 
rule is to make the incision long enough to secure the objects I have enumerated, 
and no longer." p. 37. 

The management of the pedicle has been the subject of controversy, and 
still remains unsettled. The question presented for solution may be thus 
stated: How can the hemorrhage be effectually controlled with the least 
danger of exciting peritonitis ? The early operators treated the pedicle, 
according to the general rules of surgery, by applying a ligature, and draw¬ 
ing it out at the most depeuding part of the wound, and some modern 
operators, as Clay, still imitate them. Although this method gives a very 
fair percentage of cures, it has been alleged that it involves great danger 
of peritonitis by the irritation which must be produced by the ligatures. 
To avoid this danger, two general methods of procedure have been pro¬ 
posed ; first, by our appliances control the hemorrhage and then return 
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the pedicle to its place and close the external wound; and, second, bring 
the stump of the pedicle out at the external wound and fasten it there. 

There are two methods of treating the pedicle and returning it. 1. By 
dividing it with the ecraseur; and, 2. By applying a double ligature 
and cutting the extremities short. The ecraseur has been frequently em¬ 
ployed for division of the pedicle, especially by Atlee and Wells, and with 
favourable results. It has not, however, been accepted by operators gene¬ 
rally, and has even been abandoned by those who have had the most expe¬ 
rience in its use. The truth is, the ecraseur is not a sufficiently reliable 
means of controlling all hemorrhage to make it a safe instrument for this 
operation. In Hamilton’s case the bleeding was very copious, and in 
Henry’s case fifty ounces of bloody fluid were found in the cavity of the 
peritoneum after death. The escape of a small amount of blood into 
the peritoneal cavity endangers the patients to a degree that forbids the 
employment of doubtful haemostatic agents. 

The second method of treating the pedicle and closing completely the 
external wound deserves more consideration. As early as 1829, David L. 
Rodgers, of New York, in removing an ovarian tumour applied a ligature 
to the pedicle, cut short both extremities of the ligatures, returned the 
pedicle into the abdomen, and closed the external wound. His patient 
made a good recovery. It was afterwards repeated by Billington of New 
York, Siebold of Darmstadt, Fergusson of London, with perfect success. 
Recently, this method has been frequently repeated, and with such a degree 
of success as to entitle it to a most important place in the history of the 
operation. The objections to the ligature are : 1. That it will, by irrita¬ 
tion induce peritonitis; and, 2. That there will be a slough of the ex¬ 
tremity of the pedicle which will give rise to local and general symptoms 
by the decomposition which will occur. Peaslee, who discusses this sub¬ 
ject in a very able manner, denies the validity of both assertions. It does 
not appear, by his showing, that deaths from peritonitis are any more fre¬ 
quent in cases treated by the ligature than by other means. The pedicle 
becomes inclosed in the exudation, and all irritation is early prevented. In 
regard to the sloughing of the stump, he holds that there is no proof that 
the pedicle sloughs. He thus explains the changes that occur : “ As the 
portion of the femoral artery below the ligature, in a case of flap ampu-. 
tation of the thigh that heals by first* intention, is surrounded by exuded 
plasma and kept alive in spite of the constriction, so that when the liga¬ 
ture even cuts it off entirely by exciting ulceration, it does not slough, but 
becomes blended with the surrounding tissues and organized exudation— 
so here, I suppose, the constricted portion of the pedicle is inclosed in the 
exudation and kept alive. In some cases, however, the pedicle seems 
merely to become atrophied, and the ligature slips over the end.” In sup¬ 
port of this opinion, he states that the autopsy of a patient dying after 
removal of the greater portion of the uterus, in his own practice, “showed 
the stump included in the double ligature not to be sloughy; but, on the 
contrary, to be alive and nearly healed over by the exudation (just sufficient 
to afford the required amount of material) which had been poured out. 
Nor was there any trace of inflammation in the vicinity of the stump.” 
The view here taken is rational, and the evidence well nigh conclusive of 
the nature of the changes in the pedicle. Certainly, the results of treat¬ 
ment by this method are very satisfactory, and strengthen the conviction 
that it will yet be the accepted method of treating the pedicle. 

The second method contemplates withdrawing the pedicle from the cavity 
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of the peritoneum, and fixing it externally. This has been done by the 
ligation, by pins, and by the clamps. The former method is now rarely 
resorted to, nor does it differ in principle from the latter, which is the sub¬ 
ject of much dispute. The principal advocates of the clamp are Wells 
and Brown, and they report the most gratifying results, viz., 70 per cent, 
of recoveries. In the opinion of Wells, the clamp prevents absorption of 
the putrid matter from the sloughing stump, and the peritonitis connected 
with the effusion of fibrin around the latter. In his experience peritonitis 
is rare when the pedicle is retained outside; 1 case in 9 is the ratio in his 
recent practice. The objections to the clamp are that the position of the 
pedicle when drawn out at the wound may produce severe traction from the 
occurrence of tympanitis, &c., causing vomiting and other unpleasant 
symptoms. Still more unfortunate results may follow if the pedicle re¬ 
mains adherent to the wound, as strangulation of the intestines (Wells), 
vicarious menstruation from the stump, &c. (Brown). 

It would not be prudent, with our present experience, to attempt to de¬ 
cide as to the merits of these operations, viz., the ligature cut short, the 
pedicle undisturbed, and the external wound closed, and that which involves 
the withdrawal of the pedicle and its retention in the wound either by the 
clamp, or pins, or by ligature. Each gives a fair proportion of cure. It 
is quite certain that the complete closure of the wound is most desirable, 
provided the hemorrhage is properly restrained, and no new source of irri¬ 
tation is added. But we must await the further teachings of experience, 
for theory will avail little in establishing rules of practice. 

In the final closure of the wound we find operators differing widely. The 
point of principal interest is as to including the peritoneum by the sutures. 
Brown is quite indifferent; Clay does not include it; Wells does include 
it; Peaslee includes it, and regards this as one of the most important 
points in the operation. Iu our opinion it is clear that the edges of the 
peritoneal wound should be carefully united. If they are allowed to sepa¬ 
rate, suppuration may occur within, as suggested by Peaslee, or the in¬ 
testines may adhere to the wound, as proved in the experiments of Wells. 
Nor has any unpleasant results followed the inclusion of the peritoneum by 
the ligature. 

The after-treatment presents two or three points of interest, which we 
must notice in conclusion. The importance which has been attached to 
opium as an antiphlogistic remedy, especially in idiopathic and traumatic 
peritonitis, led to its use in the after-treatment of cases of ovariotomy. 
But its reputation was not sustained, and it is almost entirely discarded, 
except as an adjuvant. It is too liable to induce nausea and vomiting. 
Clay still gives it in large and repeated doses, but operators generally use 
it very sparingly, and only so far as is necessary to allay excitement and 
secure sleep. 

When symptoms of pyaemia (very properly termed septicaemia by Peaslee) 
occur, due to decomposition of fluids in the peritoneal cavity, he has been 
accustomed to inject medicated fluids into this cavity and thoroughly wash 
it out. He first injected a solution of chloride of sodium (3j to Oj), using 
at once one quart of the fluid, and withdrawing it by means of the syringe. 
He subsequently injected two quarts through a flexible bougie, and then by 
changing its position, so as to bring the free extremity to a lower level than 
the one in the peritoneal cavity, it was converted into a siphon, and the fluid 
readily flowed out. He states that the immediate relief from the first injec¬ 
tion was very striking; the dizziness and stupor disappeared, but returned 
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again in eight or twelve hours. The operation was repeated twice daily, 
and “the patient recovered rapidly from the time when the fetor of the 
fluid was overcome.” He occasionally used the liquor sodae cblorinatae 
(3ij to Oj). This method of treating the retained and decomposing fluid 
in the cavity of the peritoneum he has practised in three cases, and all re¬ 
covered. The last case was treated with injections seventy-eight days, three 
injections being made daily for twenty days. The remarkable success which 
has attended this practice entitles it to the most serious consideration of 
ovariotomists. 

We have thus passed in review the more recent literature of ovariotomy, 
and have endeavoured, with impartial judgment, to establish the present 
position of this interesting branch of operative surgery. We have recog¬ 
nized it as essentially an American operation, and that too upon the 
authority and general admission of foreign writers. We have placed it 
among the legitimate operations of surgery for reasons which are incon¬ 
testable in the minds of every unprejudiced person. But when we contrast 
the recent success of Wells, Tyler Smith, Atlee, Peaslee, and other experi¬ 
enced operators, with the best results in any single capital operation, we 
feel authorized in giving it the very highest rank. What other capital 
operation has in so short a period advanced to such a degree of perfec¬ 
tion ? It has fully realized the prediction of Blundell, that its infancy was 
full of bloom and promise. S. S. 


Art. XYI. — The Transactions of the American Medical Association. 

Instituted 1841. Vol. XV. 8vo. pp. 448. Philadelphia, 1865. 

The present volume comprises the Transactions of the Fifteenth Session 
of the American Medical Association. The papers embraced in it are not 
without a certain amount of interest, but whether viewed in reference to the 
importance of the subjects of which they treat or the manner in which 
these are handled, they by no means approach the standard we should have 
anticipated in the contributions of an Association presumed to represent 
the talents, the industry, and the matured experience of the medical pro¬ 
fession of the United States. 

The session of 1864 was opened by an address from the President of the 
Association, Dr. Alden March, of Albany, N. Y. The address is devoted 
in great part to a plain, common sense commentary upon the action of the 
Association in reference to medical education, and upon the leading mea¬ 
sures that have been urged upon its attention as necessary for the elevation 
of the standard of professional education in the United States. 

The latter object was, confessedly, a leading one in the organization of the 
American Medical Association. Notwithstanding, however, the efforts that 
have been made, year after year, in its behalf, that entire revolution in the sys¬ 
tem of teaching pursued by our medical schools, which was anticipated by 
some, has not, as yet, been brought about. We have, nevertheless, every 
reason to believe that it is to the agitation of the subject by the Associa¬ 
tion, and the several elaborate reports made at its successive sessions in 
reference to it, that we are to a great degree indebted for the many im¬ 
provements which medical education has of late years undergone in this 



